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A 56-year-old woman with a remote history of nephrolithiasis 
presented with a right-sided fl ank pain. Her electrolytes and uri-
nalysis were within normal limits. A renal sonogram revealed 
a massive right hydronephrosis consistent with ureteropelvic 
junction obstruction. An abdominal computed tomography scan 
confi rmed this erroneous diagnosis (Figure 1). Unexpectedly, a 
retrograde pyelogram demonstrated a large obstructive parapelvic 
cyst (Figure 2). Th e patient underwent a percutaneous nephros-
copy. A nephrotomy was created into the renal cyst itself, and clear 
fl uid was aspirated for cytologic evaluation. An inspection of the 
cyst wall was performed with a rigid nephroscope and showed 
no evidence of excrescences, tumors, or other abnormalities 
(Figure 3). Endoscopic fulguration of the entire cyst was per-
formed with a resectoscope and a rollerball electrode under low 
voltage. Cystoscopic examination of cyst aspirate revealed no 
malignant cells. Th e patient tolerated the procedure well, and a 
follow-up computed tomography scan confi rmed partial reso-
lution of hydronephrosis (Figure 4). Parapelvic cysts present a 
challenging diagnosis and may be missed on ultrasound and com-
puted tomography scan. Management involves retrograde ureter-
orenoscopy, antegrade percutaneous nephroscopy, or laparoscopy. 
Although all three methods are minimally invasive and eff ective, 
the retrograde approach is limited by the size and location of the 
cyst. Laparoscopy is associated with multiple port sites, extensive 
dissection, and technical diffi  culty. Th e percutaneous transparen-
chymal endocystolysis was successfully used in this case.
Figure 1 | Computed tomography scan of the right kidney 
demonstrates a massive hydronephrosis and suggests a 
ureteropelvic junction obstruction. Note that there is no evidence of a 
mass within the renal pelvis.
Figure 2 | Retrograde pyelogram reveals a massive obstructive 
parapelvic cyst (asterisk) compressing the renal pelvis and causing 
severe dilation of the renal calyces (arrows).
Figure 3 | Endoscopic images from inside the cyst cavity. (a) Note the thin wall of the cyst, 
with retroperitoneal portions demonstrating scant vascularity. (b) Parts of the cyst abutting renal 
parenchyma are more whitish and exhibit more vascularity. Care must be taken during endoscopic 
fulguration of these portions to prevent bleeding. (c) Some parts of the cyst have minor, incomplete 
septations. (d) Note that retroperitoneal fat can clearly be seen through the thin cyst wall. After 
endoscopic ablation, often the cyst wall completely disappears and it is possible to marsupialize 
the cyst wall by grasping some of this fat and bringing it into the cyst cavity to prevent re-
epithelialization and cyst re-formation.
Figure 4 | A follow-up computed 
tomography scan of the right kidney 
confirms partial resolution of 
hydronephrosis. Cortical thinning and 
residual scarring are also present.
